A 70 year old woman complained of cough and mild exertion dyspnoea during two years before admission. She presented with fever, asthenia, anorexia, weight loss, arthralgias, and worsening of her respiratory symptoms of three months' duration.
On physical examination the patient appeared chronically ill. Her temperature was 38 5°C and respiratory rate 26/minute. Positive findings on examination included diffuse inspiratory crackles over the lower third of both lung fields. Laboratory data showed haemoglobin concentration 88 g/l, white cell count 11-72x 109/1 with a normal differential, and platelet count 525 x 109/1. The erythrocyte sedimentation rate was 97 mm/h. Results of blood sugar, serum electrolytes, and liver studies were normal. Blood urea was 9-7 mmol/l and blood creatinine 279 p.mol/l. PATIENT NO 2 A 46 year old woman was admitted to hospital after one year's history of pain in the legs and fever of one month's duration. Two years earlier she had had a biopsy proved diagnosis of idiopathic pulmonary fibrosis. Her father, brother, and niece had the same disease, suggesting a familial idiopathic pulmonary fibrosis. She had been taking prednisone 8 mg daily for two years.
On examination the patient appeared chronically ill. There was a livedo reticularis on both legs. Bilateral clubbing of the fingers was noted. Her temperature was 38°C, pulse 100 beats/minute, and respirations 24/minute. Her blood pressure was 130/80 mmHg. Heart and abdomen were normal. Chest auscultation showed bilateral basal inspiratory crackles. Neurological examination was strongly suggestive of polyneuritis involving both legs. The ophthalmological examination and a Schirmer test were negative. Laboratory data showed haemoglobin concentration 102 g/l, white cell count 12-37x 10/l, with a normal differential, and platelet count 967x 109/l. The erythrocyte sedimentation rate was 103 mm/h. Results of blood sugar, serum electrolytes, and liver function studies were normal. Blood urea was 3 mmol/l and blood creatinine 122 .mol/l.
The urine sediment and the proteinuria were normal. Arterial blood gases measured at room air showed pH 7-43; Paco2 4.4 6 This association has been described previously in non-English publications, however. '" There are some diseases which could explain both the pulmonary and systemic involvement similar to the one seen in these patients,7`9 but these were reasonably ruled out in our patients on the basis of clinical features, special studies, and histological findings.
As immunological phenomena play an important part in polyarteritis nodosa and idiopathic pulmonary fibrosis a common immunopathological link between the two diseases may exist. It is more probable, however, in view of the rarity of the association that the joint occurrence of these two uncommon diseases is simply coincidental. 
